To determine the effect of voiding positions in uroflow parameters in young healthy nulliparous women with no pelvic floor disorders. MATERIALS AND METHODS: From December 2017 to February 2018 we performed a single-institution cross-sectional study with 30 healthy volunteers comparing uroflow curves in sitting and hovering positions. Forty-nine participants were initially pre-screened with a validated tool questionnaire for pelvic floor disorders and 30 participants who had absent symptoms were included for the final analysis. From the selected participants, demographics were collected and comparisons between the sitting and hovering position groups regarding the maximum flow rate (Qmax), average flow-rate (Qave), voided volume (VV), time to peak flow (TQmax) were conducted using either the paired t-test or the Wilcoxon signed ranks test. In addition, liner regression analysis was performed to determine whether height, BMI, and age have significant impact on the log transformed average of the pre-and post-values of either Qmax, Qave, VV, or TQmax, as the average of these values are not normally distributed. RESULTS: There were no statistical differences between the voiding and sitting position groups on the maximum flow rate (p¼0.93), average flow-rate (p¼0.82), voided volume (p¼0.53) and time to peak flow (p¼0.82). In addition, height, BMI, and age basically did not have significant impact on log transformed average of the preand post-values of either Qmax, Qave, VV, or TQmax, except when BMI had borderline significant impact on Qave with pvalue¼0.0531.
we performed a single-institution cross-sectional study with 30 healthy volunteers comparing uroflow curves in sitting and hovering positions. Forty-nine participants were initially pre-screened with a validated tool questionnaire for pelvic floor disorders and 30 participants who had absent symptoms were included for the final analysis. From the selected participants, demographics were collected and comparisons between the sitting and hovering position groups regarding the maximum flow rate (Qmax), average flow-rate (Qave), voided volume (VV), time to peak flow (TQmax) were conducted using either the paired t-test or the Wilcoxon signed ranks test. In addition, liner regression analysis was performed to determine whether height, BMI, and age have significant impact on the log transformed average of the pre-and post-values of either Qmax, Qave, VV, or TQmax, as the average of these values are not normally distributed. RESULTS: There were no statistical differences between the voiding and sitting position groups on the maximum flow rate (p¼0.93), average flow-rate (p¼0.82), voided volume (p¼0.53) and time to peak flow (p¼0.82). In addition, height, BMI, and age basically did not have significant impact on log transformed average of the preand post-values of either Qmax, Qave, VV, or TQmax, except when BMI had borderline significant impact on Qave with pvalue¼0.0531.
CONCLUSION: Different voiding toileting habits does not affect the most commonly used uroflow parameters in young healthy nulliparous patients. Results needs to be corroborated by a larger scale study considering the small sample size of our study. 
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OBJECTIVES:
To determine the prevalence of Schistosomiasis hematobium infection among obstetric fistula patients seeking surgical repair at a single institution in Tanzania and explore the relationship between Schistosomiasis hematobium infection and obstetric fistula characteristics and success of surgical closure.
MATERIALS AND METHODS:
In a cross-sectional pilot study, all consenting female patients presenting for obstetric fistula repair at a hospital in Tanzania (October 2016 to September 2017) were tested for presence of S. hematobium via urine light microscopy preoperatively. Intra-operative fistula characteristics were recorded by a single fistula surgeon using the Goh criteria: fistula size, degree of fibrosis and distance from urethral meatus. Surgical outcomes, such as successful fistula closure, were assessed after catheter removal. The relationship between schistosomiasis infection and fistula characteristics as well as surgical success were assessed using Fisher's exact test.
RESULTS:
The sample included 55 patients, aged 13-70, and the overall prevalence of S. hematobium infection was 31%. Demographic and clinical characteristics were similar between patients with and without Schistosomiasis, with the exception of age. Infected patients were younger (mean age 27) than those without infection (mean age 37). While there were higher rates of fibrosis and lower rate of cure among fistula patients with Schistosomiasis when compared to fistula patients without, these findings did not achieve statistical significance. 75% of women without S. hematobium infection underwent successful fistula surgery, while only 65% of infected women were cured of their fistulas (p¼0.53). CONCLUSION: In this small sample of women presenting for surgical management of obstetric fistula, a third have detectable S. hematobium infection in their urine. Although there were no statistically significant differences between fistula characteristics or surgical success rates based on infection status, our conclusions are limited by the size of our sample.
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OBJECTIVES:
To retrospectively compare the attitude, knowledge, and recollection of preoperative counseling regarding mesh for pelvic organ (POP) prolapse and/or urinary incontinence (UI) among women with or without a mesh-related complication (MC).
MATERIALS AND METHODS:
We conducted a case-control study among women who had prior implantation of synthetic, non-absorbable mesh for POP and/or UI). Eligible women with or without a MC who were at least 3 months from their mesh surgery were identified by chart review. They completed a written survey which queried the type of mesh implanted, indication for surgery, and, if relevant, and the nature of mesh-related complication(s). They rated (on a 5 point Likert scale) their likelihood of having the same mesh surgery and selecting mesh versus non-mesh surgery if they could choose again. We asked what the physician could have done to improve perioperative care. The primary outcome was the proportion of women who recalled being counseled preoperatively about the risk of mesh exposure. RESULTS: One hundred three eligible women were approached and 96 were included in the final analysis (n¼50 MC; n¼46 no MC). Most correctly recalled the route of mesh placement (67/91, 74%). Women who had a MC were younger (54.2 AE 12.9 yrs MC vs 59.3 AE 12.1 yrs no MC, p¼0.04); were further from the time of their mesh implantation (median 75 mo OBJECTIVES: To compare perioperative outcomes for hysterectomies by surgeon training. MATERIALS AND METHODS: A retrospective cohort study was conducted at a single academic institution. Patients presenting for hysterectomy for benign, non-emergent indications between August 1, 2013, and November 10, 2015, were included. RESULTS: A total of 891 patients met inclusion criteria (distribution among divisions was as follows: 462 performed by MIGS, 254 by FPMRS, 31 by gynecologic oncology, and 144 by generalists). Mean age was 47 years old and mean body mass index was 30.7 kg/m 2 . All surgical routes were included, the most common route performed was total laparoscopic hysterectomy (39.8%, n ¼ 355) followed by total vaginal hysterectomy (32.2%, n¼288). Distribution of hysterectomy route by division is presented in Table 1 . ANOVA analyses were performed to compare mean perioperative outcomes between divisions. Results are presented in Table 2 . Multivariate analysis was performed controlling for uterine weight, patient BMI, concurrent pelvic support procedure performed, and number of prior cesarean sections. The adjusted mean estimated blood loss (EBL) when controlling for these additional factors remained statistically significant with the MIGS division having the lowest reported EBL (MIGS 143 mL, FPMRS 237 mL, oncology 211 mL, generalists 254 mL, p <0.0001). The MIGS and FPMRS divisions had the shortest adjusted mean surgery times (MIGS 145 min,
